(8) A more radical, long-term solution to the 'power struggle' between women and their caretakers would be to equalize the relationship. This would most easily be achieved by the provision of continuity of care by independent midwives. The Venous Forum meeting on 31 October 1986 was the first to be held in the Society's redecorated new splendour. Speakers included both doctors and nurses and represented the many disciplines involved in the investigation and management of venous disorders.
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Editorial Representative Forum on Maternity and the Newborn
It was no surprise that the perennial problem of venous ulceration was the largest single topic. The opening paper was by Dr I H J Bourne, a general practitioner and one-time research assistant at the Hammersmith Hospital, who explained the continued flow of blood in 'collapsed' veins by the persistence of patent lateral channels. Professor R Beard, Professor of Gynaecology at St Mary's Hospital, London, reminded the audience of the importance of pelvic venous congestion as a cause of chronic pain and reported his department's early results of the effect of dihydroergotamine in reducing venous diameter and improving symptoms. Professor C C Michel, Department of Physiology, St Mary's Hospital, showed that sitting with the foot dependent raised the haematocrit and plasma protein concentration due to fluid filtration from the plasma. Plasminogen activator levels in the foot veins also rose but white cells and platelet numbers were not increased in venous blood leaving the feet. This produced lively discussion about what happened to these lost cells; apparently animal studies have shown that white cells can accumulate in the capillaries and can block them. This observation may be important in the aetiology of venous ulceration.
A new technique of measuring blood fibrinolytic activity, using 125I.fibrinogen in vitro, was described by Mrs T Harbourne, also from St Mary's, who described decreased fibrinolytic activity in patients with recent idiopathic deep vein thrombosis. This paper was followed by an elegant guest lecture by Dr Jacqueline Conard of Paris, who achieved the impossible by describing normal and disordered coagulation and fibrinolysis so clearly to an audience consisting largely of general and vascular surgeons and nurses that they both understood and enjoyed it.
There were 11 papers on the post-thrombotic syndrome and venous ulceration, the first of which, by Dr R P Macdonagh of Nottingham University, was an investigation of calf muscle strength and range of ankle movement in patients with venous ulcers compared with normal controls. It was not clear whether the relative muscle weakness and limitation of ankle movement contributed to or was the result of longstanding ulceration. This was followed by a description of air plethysmography in the quantitative measurement of venous reflux by Dr S Vasdekis of St Mary's Hospital. This 'method was apparently unable to distinguish superficial from deep reflux, requiring the additional use of Doppler ultrasound or, more expensively, a Duplex scanner to do so, and it did not seem to have any obvious advantages over photoplethysmography.
In his paper on the conservative management of venous ulceration, Dr P Mortimer of St George's Hospital, London, emphasized the high incidence of contact sensitivity in these patients. This is not a new subject and similar papers were presented to the Forum by dermatologists at both the Edinburgh (26 October 1984; unpublished) and Northwick Park (May 1987 JRSM, p 323) meetings. Its importance certainly justifies reiteration. He was followed by Jean Moores, a district nursing sister from Bournemouth, who emphasized the workload that venous ulceration places on community nurses and described the need for supervision following deep vein thrombosis and for properly organized ulcer clinics. Dr T Jones, of the MRC Department of Nuclear Physics, described his studies on metabolic abnormalities of venous ulceration using the isotope oxygen 15. This method had demonstrated both increased blood flow and reduced oxygen extraction in the region of venous ulcers.
Skin oxygentension measurement by the radiometer electrode method had been studied by Mr M C Stacey of St Thomas', who found the method unreliable as a prognostic indicator for recurrent ulceration. Mr E L Gilliland, from Northwick Park, did find some improvements in the results of such measurements in patients whose ulcers had healed following venous surgery or graduated compression stockings. Another and simpler method of prediction was described by Dr M Kapasi, a Glasgow general practitioner, who had undertaken a study of the prevalence of liposclerosis with his colleagues by means of a postal questionnaire.
A variety of subjects occupied the final session. Dr M J Charig, an Oxford radiologist, concluded that an emergency venography service was worthwhile, at least at the John Radcliffe Hospital. Mr A M N Gardner, from Torquay, showed his video film illustrating the use of a pneumatic foot pump for increasing venous return. Dr C Coleman of Dublin presented the results of Greenfield filter insertion in 30 patients. Dr D C Mitchell had found Doppler ultrasound useful in detecting saphenous incompetence in Bournemouth patients, particularly for the short saphenous vein. Mr K G Burnand described the compression exerted by a variety of elasticated bandanges using the Borgnis stocking tester in the Department of Surgery at St Thomas' Hospital, and Mr J Dormandy described a study using the same device at 8t James', Balham, with the addition of venous pressure measurement, strain gauge plethysmography, photoplethysmography and foot volumetry in order to find the optimal pressure required to correct reflux in patients with deep vein
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Negation of responsibility: a heavy price to pay?
Sir, We read with interest Mr Rosin's timely editorial (September 1987 JRSM, p 542). The profession has been dragging its feet about audit for years, with a few enthusiasts doing their own thing. There are, however, welcome signs of activity, with the King's Fund leading and the Royal Colleges beginning to formulate guidelines. No doubt a further push will come from concern over rising malpractice insurance. On a wider front, the universities are considering audit of all their employees -including clinical academic staff. We agree that it should be primarily an educational exercise, but we do not share Mr Rosin's reservations about calling in the managers if the profession continues to make excuses about lack of time and money';
Audit can take a number offorms which investigate different aspects of work, for example: (l) Attendance and timing: Does the consultant do all the allocated sessions, start promptly, and put in the expected time in each? These can be checked by management.
(2) Performance: How does the consultant's record in patient mortality, morbidity, length of stay and other appropriate indicators compare with those of colleagues in the District, Region and nationally? This is already being measured by both managers and clinicians.
(3)Academic: Do consultants train and teach, advance their subject, and attend local and national conferences? This is obviously a professional matter.
(4) Competence: Has the consultant kept up-to-date? In some specialties (particularly pathology) there are excellent American self-testing examinations that can be obtained over here, so that consultants can check on their continued knowledge: but of course, no one may know how badly one has done. Those who then seek to improve their deficiencies are not the ones we need worry about. This should be a matter for peers.
Journal of the Royal Society of Medicine Volume 81 February 1988 123 incompetence. Objective improvement was produced by an ankle pressure of 20 mmHg and increasing this compression provided no further physiological improvement and increased patient discomfort.
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Venous Forum (Accepted 22 June 1987) Mr Rosin's suggestions for improvement are vague and he makes no mention of what is to be done to the few who continually fail assessment. A minority of consultants give rise for concern, but it is the minority who harm patients and bring the profession into disrepute. We make no suggestion here as to what might be done", '... they have not the courage to correct because they have not the courage to stand correction .. , p286) , Watts, and Todd (October 1987 JRSM, p 660) reveal that there is a tendency to treat patients suffering from 'benign' thoracic pain with reassurance and pain-relieving drugs, and to advise a change oflifestyle or work rate when the pain is effort-related. This last advice may be economically unacceptable to the working patient. I suggest that the term 'benign' be discarded as having no purpose other than to reassure the patient that malignant disease has not been diagnosed. The patient does not consider pain as benign and is seeking relief for what can be severe and incapacitating symptoms. He is entitled to expect an accurate diagnosis and localization of his pain, cure of his pain by logical therapeutic procedures, and the ability to continue normal work and leisure activities.
Most cases of non-malignant and non-cardiac thoracic pain are due to lesions of the musculoskeletal system, analogous to the lesions of 'tennis elbow', and may be successfully treated with locally injected longacting corticosteroids'P. The term 'benign thoracic pain' should be replaced by the exact anatomical description and pathological condition, e.g. intercostal myofibrositis-. Patients usually welcome the prospect of local injection therapy to cure their symptoms. Those antipathetic to injections usually appreciate
